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The Concept of Sacro Occipital Technic

We would like to go all of the way back and tell you “how and why” the concepts of sacro occipital technic became necessary to develop.  History might lift that burden from our backs, someday, when one of you decides to write the story of S.O.T.

Every step we have taken in research has been one of grave necessity.  Nothing comes easy for anyone in anything – if that something must be extracted from the mysterious unknown.

First of all, may we thank the Divine Creator of all things good for the fine job he did in making available the parts with which we doctors of Chiropractic make all things possible through sacro occipital technic.

I sometimes wonder what God had in mind when He connected the occiput to the atlas by those muscles which we use as occipital identification fibers.  I sometimes wonder what God had in mind when He made the trapezius muscles and interwove them with so many postural muscles.  I accept the miracle of creation with renewed vigor each day I practice Chiropractic.

I often wonder why man has to have three different nervous systems, yet I understand why such is needed.  I understand our Creator backed up each essential life-giving act with a reserve unit for emergencies.  I know man is both a conscious and a subconscious creation . . . he is voluntary in things of necessity and offensive, and he is involuntary in all things vital to life.

I know that every square centimeter of your body surface is in constant communication with the brain through the proper nerve channels, and I know that those same square centimeters of surface sometimes throw you a curve and take a devious route to the brain.

How would you arrange man so he would have three types of articulations … movable, semi-movable, and immovable?  How would you know before creation how each would need to be used for comfort and survival?

SOT was so complex in the beginning that I failed to understand some of its problems.

Think for a minute how you would feel if you, for the first time, discovered that a right inferiority of the occiput would produce a tilt of that co-joined pelvis and a short leg.  Think how confused you would be if you felt along that occiput and found all of the pain on the high side.  That is a problem complex enough to dwarf a giant.

Think how stupid you must feel when you are palpating along the occipital ridge and the patient says he feels pain in his foot.  You are palpating along the occipital ridge because the patient complains of it being the site of his disturbances.  The foot business is a total surprise.

Think how disturbed you might be when pressing upon the Atlas and your patient feels a pain at the first Dorsal.

Chiropractic was the first healing art to specifically call attention to the role the nervous systems play in health and disease, and it founded its philosophy and procedures upon the theory that pressure on nerves produced problems.  Releasing that pressure removed the cause of those problems.

What Chiropractic lacked, in fact, it used philosophy to explain.  Many of us found philosophy assuming greater and greater roles in Chiropractic.  It got to one point where fact was unimportant, but philosophy was very important.

We today face issues that must be decided.  Chiropractic must be intelligently explained as a science, not as a philosophy.

The subluxation we so vociferously talk about must be producible, and its effects must be recognizable.  We cannot continue to explain something we fail to produce.  We cannot continue to blame the subluxation for everything, unless its production can produce everything.

We must explore the total range of the Subluxation, not just the spinal, vertebral image.

SOT has come the closest to the truth in Chiropractic, yet we must go farther.

Typhoid fever is recognizable in medicine by laboratory, clinical, and symptomatic methods.  Medicine treats typhoid fever quite successfully, yet in the olden days, Chiropractors explained typhoid by the rote of the same subluxation which produced lumbago, and claimed they cured typhoid fever by the same technique they used to cure lumbago.

Now is as good a time as any we shall ever have in which to duscuss briefly the sacro occipital concept of the subluxation of the vertebral processes.

We shall begin by remembering that a subluxation must involve movable parts, parts that have processes, and that a subluxation is a degree of abnormal position, less than a dislocation.

To understand the subluxation, we must understand the mechanics of the parts involved.

Let us begin with the Mechanical Subluxation.  This constitutes the following:

· Faulty development of the processes
· Anomalies of the processes
· Extra processes as in a transitional sacralized fifth lumbar with an arthroses.

We must remember the sacrolumbar facets and that they are best when sagittal, poorest when coronal, and beastly bad when mixed.  We must remember the sacrolumbar facets and that they are best when sagittal, poorest when coronal, and beastly bad when mixed.  We must remember the anomalies that can make up an atlas of an occipital condyle system.  Anomalies are not subluxations.  I adjusted a man for a year in the college clinic without x-rays, and when he was x-rayed, we found my major listing to be a long spinous process.

Mechanical Misalignments  We must always consider the spinal joints as freely movable. . . the sacro iliac joints in the adult as immobile . . . and the sacrum as part of the cerebrospinal meningeal system.

Vertebral Movements Are From Altered Position of the Facets not from altered position of the vertebral body.  All listing as to mechanical misalignments must be made in relationship to the movement of the spinous and transverse processes.  Should the spinous processes be misaligned to the right of center, the right transverse process will have to move anterior of normal and the left transverse process posterior of normal.

The spinous process is the key to all vertebral listings, with the transverse processes being the key to inferiorities only.

The mechanical vertebral misalignment must always be accompanied by over-stretching of the ligaments, and the intra-transverse and intraspinous muscles.  It is impossible to have a vertebral misalignment without accompanying tissue reactions.

The Muscle Reaction to Stretch is perhaps more important in understanding the effects of vertebral misalignments than is the picture of the pressed upon foraminal nerve.

The over-stretched muscle set up an immediate reaction sticulus which hits the spinal nerve like a shot, and from that point on come the reactions of spasms, pain, redness, tenderness, swelling, and immobilization.

Facet Syndrome Subluxation is an inflammatory reaction within the capsule of the facet structure and oftentimes is the specific cause of a neuritis or sciatica.  The swelling of the capsule actually is sufficient to protrude and press upon the nerve root.  In this particular type of syndrome, the pain is excruciating and is localized within the structure of the facets.  In this particular syndrome, an attempted adjustment is usually productive of so much pain that the patient does not return.  Rather than adjust specifically, use the blocks to alleviate the muscle spasms.

Cartilagenous Collapse Subluxations  We usually associate an intervertebral cartilaginous collapse with a disc, but such is not actually true.  We see total absorption of the intervertebral cartilages in T.B. without nerve root involvements.  We see the cartilages expanded in osteoporosis without the stretch syndrome.  The thickness or the thinness of the cartilage is not a criterion as to the amount of nerve root pressure existing.  The total cartilage function is flexibility, and this can occur only when Ferguson’s Angle and Line are normal.  A sacral base of 20 degrees can do more to produce a disc syndrome than can a total collapse of all lumbar cartilages.  A sacral base of 55 degrees can actually occlude the lower two lumbar foramina, yet the disc may appear normal.

Foraminal Occlusive Type Subluxations in which the occlusion is due to an infectious inflammatory reaction in the nerve root column is seen in many of the viruses, and is a common sequel following an attack of influenza.  We term this a true Subluxation, although it is reflexly produced.

Subluxation Due To Imbalance of the Extremeties are quite common and usually involve several vertebra or appear as a scoliosis.  The misalignments are subject to complaint only while weight bearing.  This type of subluxation, in which the rotation of the innominate is such that one ischium is elevated, can only be placed at rest mechanically by the use of an ischial pad.  The unequal extremities are responsible only so long as they actually exceed the ability of the muscular and ligamentous systems to compensate.  I have seen ¾ such deficiencies produce no trouble, while a 3/16 inch totally crippled a 185 pound man.

Occipital Compression Subluxation – We must remember that an occipital compression subluxation can actually create an extremity deficiency up to one-half inch.  The subluxation of an innominate whereby the P.S.S. rotates anterior can lengthen the leg up to ½ inch.  The posterior rotation of the ilium can shorten the leg to ½ inch.

A Leg Deficiency Is Not An Osseous Deficiency until we rule out the occiput and the pelvis as causative factors.

A vertebral subluxation syndrome may be produced by the invasion of benign giant cell tumors, osteschondromas, and also by chordomas and metastatic malignancies from breast and prostate.

Pain in the back … pain radiating from the back … malposition of a vertebra may not add up to a subluxation producing anything.  The effects of a metastatic invasion can quite seriously disturb the mechanical alignment of a vertebra.

The actual disc degenerative lesion producing a radiculitis and resultant muscular spasms and splinting certainly misalign vertebrae.  The position the patient must assume to exist is sufficient to misalign vertebrae.  The actual instance of disc degeneration is quite small compared to the instances of inflammatory reaction due to nerve irritation from a stimulus arising from a spinal nerve root under pressure.  Thinning of the disc space as seen by x-ray is not criterion that a nerve root pressure exists.  The nerve root pressure syndrome must correlate neurologically with the tissue involved and the area from which that tissue is innervated.

Faulty posture is a chronic subluxation producer, yet we can seldom correct faulty posture by attempts at adjustment of the involved vertebra.  It is seldom that a double rotary scoliosis is correctable by adjustments of the spinal vertebral segments.  Strange but true, eight vertebrae can rotate to the right with less actual damage and pain than can one vertebra in right rotation.

Vertebral subluxations occur with chronic diseases.  Perhaps they were present in the acute stage of the disease, but they certainly are prominent in the chronic stages.  Does the subluxation produce the chronicity, or does the chronicity produce sufficient muscle weakness to permit gravity the pleasure of facet misalignments?

Obesity produces structural stresses, yet the obese have fewer actual back troubles than do the skinny.  Obesity should produce a sacro-lumbar lordosis, but it inevitably produces a sacrolumbar kyphosis.  The obese person suffering from a sciatica will seldom have a sacral base angle in excess of 35 degrees.  The skinny fellow may have a sacral base angle of 50 to 60 degrees.  Obesity is not good for the back, but it is safe to assume that the added weight also adds to the contact ability of the facets, and causes them to be less subject to strain than they would be in the skinny state.

Vascular abnormalities produce many subluxation states.  Nourishment is essential for muscle health.  Muscle health is essential for spinal health.  Heart disease may not be produced by a subluxated vertebra, but it certainly produces subluxated vertebra due to poor circulation throughout the skeletal system.

Facet fractures produce many subluxation possibilities.  It is probable that few persons actually grow to adulthood without one facet fracture.  The facet fracture naturally contributes to the instability of the column, and gives it less resistance to traumatic experiences.

Abnormalities of the flow and pressure of the cerebrospinal fluid certainly contribute to the formation of vertebral subluxations.  This is that great instance in which the above subluxated the below.

The diseased viscera produce sufficient stimulation into the cord to produce a reverse stimulation into the musoloskeletal system to create many problem subluxations.  I have seen cancer cases in which the adjustment eased the spinal pain without influencing the course of the cancer.

Foraminal occlusion due to excessive vertebral motion is perhaps one of the major causes of vertebral misalignments with resultant nerve root irritation.  Constant motion and instability leads to irritation and irritation leads to stimulation and stimulation brings on contraction, and contraction ends in splinting.  Splinting holds the vertebral subluxation far enough out of line to build up enough tissue to occlude the foramina by nerve root expansion.

Cranial subluxations certainly are productive of vertebral subluxations.  Perhaps a great percentage of all occipital and atlas subluxations have their origin in the cranial vault.  An externally rotated temporal bone can sure affect the position of the occiput and atlas.

Vertebral subluxations perhaps affect the internal mechanism of the cranial vault, and if such is true, I have failed to prove such contentions.  I have proven that you can subluxate the cranial vault and produce vertebral subluxations.

The pelvis is the bugaboo of all Chiropractic.  There are those who have the innominates moving up and down, in and out, and every which way.  If the pelvis were one tenth as mobile as some $150.00 courses would have you believe, not one of you would get from this room to your automobiles.

No more stable structure in all Christendom exists in the adult than is the pelvis.  This is a beautiful work of Articulative architecture in which the articulations serve during growth, and then become shock absorbers without motion in the adult.

The sacrum has respiratory motion through your lifetime, but this is not articular motion.  Elevation and thrusting is an act of the spinal cord transmission through the spine and sacrum.

The pelvis as a unit of structure can move on the facets of the fifth lumbar and upon the femoral heads.  There is minor motion in the pubes, but none in the sacroiliac in the ADULT.

A union of motion, now a union of non-motion, can be traumatically separated, but when this happens, the pain is so severe no one walks about gaily complaining of a chronic problem.

A great percentage of all so-called pelvic motion occurs in the acetabulum and at the pubes.

Environment produces as many subluxations as does trauma.  I know homes in which occupants can never be subluxation free because they are in constant combat emotionally.  Nothing can disturb the rhythm of the spinal articulation more than an emotional blow.

The basic subluxation to always consider is as previously stated, the sacro-lumbar area.  The Ferguson’s Angle is the key to Chiropractic.

The Road To Truth

It is no longer feasible to believe you can analyze a spinal column by palpation, x-ray, or even instrumentation.  It takes a combination of many sciences to make a spinal examination meaningful.

SOT teaches a procedure that leads you to the subluxation by a process of elimination, not by a process of discovery.

You usually find diamonds and gold beneath the earth … the subluxation lies deeply within the complexities of living.  We alone in SOT know how to mine for the true subluxation, and we know how to adjust it.  And furthermore, we know when it has been properly adjusted.

Let’s go over the SOT analyses procedure as rapidly as possible on a hypothetical case and see what we come up with.

The basic premise is that no vertebra can subluxate to the extent that the foramen can be altered until Ferguson’s angle is interrupted from normal.  When this occurs, the spinal articulations can be easily unlocked and the vertebra can move abnormally.

We then begin with an analysis to determine Ferguson’s angulation.  I like to do this with a standing lateral x-ray film.

When we have a decreased angulation by x-ray measurement, we must consider that 40 is near normal … 35 is normal for women.  Anything less than 40 for the male and less than 35 for the female would be a decreased angulation with cartilaginous compression over the total cartilage.  Anything plus 40 – 35 would be an exaggerated angulation with pressure only on the posterior of the cartilage.

In the absence of x-rays, the yardstick and ruler is a poor substitute … an area so vital needs the best of everything … x-rays.

The patient is now prone, and we shall measure the legs for the P.S.S. side.  This is best done, once again, with the standing x-ray in an A-P view, but can be done rather accurately if the doctor will do the following:  See that the patient is comfortable - face in bifid headpiece, arms to side and hand on side rails.  Grasp ankles; do not contact internal malleoli.  Lift feet and pull evenly upon legs.  Place internal malleoli together and measure.  This can have wide variance if you are careless.  The proper P.S.S. side is a key you absolutely must have to unlock the peovis and the respiratory mechanism.  The P.S.S. is the key to the cranial articulations also.  Be right.  Be sure you are right.  Be not only right, but absolutely accurate.

Place the P.S.S. blocks under “2 – 3 positions.”  For R.P.S.S., right block under “3 … left block under” 2.  Reverse for L.P.S.S.

You now have several objectives to fulfill:

No. 1.
Patient’s hands on side rails for traction on command.  Palpate the superior iliac crests and the dollar sign.  This is done bilaterally with thumbs.  Note which it is, superior iliac crest pain or dollar sign pain.

No. 2.
Mark either the superior crest or the dollar sign.

No 3.
Begin your P.S.S., either right or left, at this time with a contact on the P.S.S. side if that crest is marked, on the ischium if the opposite crest is marked.  If the dollar sign is marked, begin with a sacral flat hand contact.

No. 4.
If the crest is right and the P.S.S. right, patient pulls with hands, your P.S.S. contact goes with the pulls.  At termination of a pull, patient relaxes and you thrust P.S.S. anterior.  If the crest mark is left and the P.S.S. right, your contact is left ischium, pull, thrust on relaxation.  Pelvis is now adjusted for crest sign.

No. 5.
Dollar sign … flat hand to sacrum, patient pulls on command, takes a deep breath with the pull, lets loose and you hold sacrum.  Repeat procedure until you feel good sacral response on pull.  Sacrum must elevate and go head-ward when dollar sign P.S.S. is complete.

No. 6.
Crest is a pelvic subluxation indicator … multiple trapezius always.  Dollar sign is a lumbar or upper dorsal indicator … major trapezius always.

No. 7
Place blocks for Ferguson’s angulation.  “2 if angulation increased … old S.B.A.  No. 3 if angulation decreased … Old S.B.P

No. 8.
If “2 … patient pulls on command, your hand contacts sacral base and moves anterior with pull.  No respiratory phase here.  That is normal.  If “3, patient pulls, your hand is on sacral apex and forcing floorward on pull.

No. 9.
Either “2 or “3 … place hand over sacrum.  Reinforce with other hand … patient pulls, inhales, and exhales by hard cough.  If disc is present, pain is felt in hip and leg.  Repeat now to relieve disc.  Remember that this applies to either “2 or “3 block position.

No. 10.
Blocks for vasomotor … Ferguson position as just completed … hold sacrum …patient pulls hard.  Observe for white spots on spinous processes or over transverse processes.  Adjust most superior, next inferior, etc.  Spot over spinous process, use spinous contact.  Over one transverse process, use unilateral transverse process contact.  Over both transverse processes, use bilateral contact.

Remove Blocks

It is still debatable as to whether we should permit blocks to remain in position or remove them at this time.  Both ways are being used, with most favor toward leaving blocks in place for the following:

Occipital Analysis . . Trapezius Analysis

We make a rapid survey of the occipital line one and the trapezius at this time just to see if we will run into something big.  Should the occiput and trapezius at this time appear negative, we would go no farther in that direction.  Blocks, if remaining, would be removed and patient would be ready for the distortion analysis.

Occipital Line One

Blocks removed if they remained for the occipital analysis.  If we have an occipital line one, we have no other occipital line involvement today.  You cannot have a line one, two, and three at the same time.

Do the line one technic … spinal pump … cervical control … thrust.

Occipital Line Two

If you have an occipital line one going into line two, then do your line two … fiber manipulation … transverse process hold … thrust.

Occipital Line Three

If you have a line three, you cannot have a line one or line two.  Clear line three to atlas or axis and thrust.

Trapezius Analysis

This is very important and must be done carefully and accurately.  Here is where you should use the trapezius scale.  Missing one area is missing the total.

Major Trapezius

This is one trapezius area and no mistaking it.  It defines your patient as a dollar sign type … S.O.T.O. or C.O.T.I. … lumbar or upper five dorsals.  No cervicals … no innominates, and sacral only if sciatica exists on side toward which sacral crest rotates.  No extremities.  This is a most specific deal in which you have the “movement subluxation,” and it must be found and dealt with properly in order or sequence.  Major Trapezius is the lumbar disc and do not mistake that point.  This is a specific problem, hidden under 167 pounds of mad muscles and fasciae.  This is a distortion syndrome, not a subluxation complex to start with.

Multiple Trapezius

This is like a man with 72 jealous wives … here we may have an innominate going crazy … mid-dorsals … occipital-atlantal … cervicals … ribs … extremities.  We do not have lumbars or upper five dorsals, or dollar signs or S.O.T.O. or C.O.T.I. or M.S.  We do have “superior iliac crest sign.”  Remember, no S.O.T.O. or C.O.T.I. No M.S.  This is a subluxation complex, not a distortion syndrome.

In the multiple trapezius your first duty is to rule out the occipital-atlantal.  If this is the trigger point, its proper adjustment will solve many of your problems.  If the occipital-atlantal is not at fault, rule out the innominates.

distortion-Subluxation

We must always remember that a “distortion” is not a “subluxation,” and a subluxation is not a distortion.

Distortions are muscles out of balance … a subluxation is a mechanical derangement of normal parts into abnormal functional position.

A full spine x-ray cannot differentiate between a subluxation or subluxations and a distortions or distortions.  A fifth lumbar may be totally rotated to the left because of a distortion, or it may assume the same position because of a subluxation.

The only differentiating factors will be … multiple trapezius for many areas, major trapezius for a specific area … indicators … occipital fiber information.

Distortions and subluxations are identical upon palpation and visual analysis.

The S.O.T.O. or C.O.T.I. has no influence upon a subluxation, but a dramatic effect upon distortions due to motion subluxation areas.

The occipital fiber always points out a subluxation.  The presence of pain in spinal segment without an occipital major association would help rule out subluxation factors.
Distortion Analyses – Visual Analysis

You do a distortion analysis when your patient has a major trapezius and you have completed all steps to the point of distortion analysis.

You do a visual analysis when your patient is a major trapezius and you are determining whether the problem is from “above down” or “below up.”

The block technic steps have eliminated about 50% of the distortions and subluxation patterns seen prior to that procedure.

When you have neutralized the M.S. in the major trapezius, your distortion analysis now becomes a “subluxation pattern analysis” for the lumbars, sacrum, and the upper five dorsals.

The S.O.T.O. or C.O.T.I. patterns you see on the multiple trapezius are due to a specific subluxation some place between occiput and acetabulums, minus the upper five dorsals, the lumbars, and the sacrum.

The blocks replace much of the effort formerly used in the R. plus C.  We do not object to the R. plus C., but seldom find that it is needed.

The indicators as you formerly knew them now have limited value due to the development of the block techniques.

The upper five cervicals are still associated reflexly with the five lumbars, and may still be used as adjustment indicators for position.

The left mastoid is still interested in the innominate subluxation, but mainly from an intracranial viewpoint.

The nuchal ligament is still a party to sacral subluxations and tells you which side to have the patient on for the sacral adjustment.  This information must conform to the side of sciatica.  Never pull the sacral crest toward the side of sciatica.

It is terribly important to remember the sacral base Ferguson’s angle and the ability to lock or unlock the total spine.

*  *  *  *  *
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